Pediatric Healow Portal Access

Below is our policy on age and access to medical information

Age 0-12: Parents have access as a proxy to the child’s full information

Age 13-17: Parents have access as a proxy to message back and forth with provider, no updates from the patient’s chart
will flow into the portal during these years.

Child can sign up for their own account in Healow and will only be able to communicate back and forth privately with
providers no updates from the patient’s chart will flow into the portal during these years

Age 18+: Parents have access as a proxy to message back and forth with provider if on signed HIPAA from patient. No
updates from the patient’s chart will flow into the portal.

Information needed: please fill in the appropriate section(s) and write legibly or form cannot be processed.

Patient information (Patients email address for age 13+ is needed to create account to link proxy to)

First Name: Last Name:
Date of Birth: Phone Number:
Address:

Patient Email Address:

Authorized Individual #1 - Relation to patient: Patient at AMA: OYES ONO
First Name: Last Name:
Date of Birth: Phone Number:
Address:

Authorized Individual Email Address:

Authorized Individual #2 - Relation to patient: Patient at AMA: OOYES ONO
First Name: Last Name:
Date of Birth: Phone Number:
Address:

Authorized Individual Email Address:

Other children to add to Authorized Individuals (Please provide email address if child is 13+ on back)

Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:

Name: Date of Birth:




	Pediatric Healow Portal Access

	First Name: 
	Last Name: 
	Date of Birth: 
	Address: 
	Patient Email Address: 
	Last Name_2: 
	Address_2: 
	Authorized Individual Email Address: 
	First Name_3: 
	Last Name_3: 
	Date of Birth_3: 
	Phone Number_3: 
	Address_3: 
	Authorized Individual Email Address_2: 
	Name: 
	Date of Birth_4: 
	Name_2: 
	Date of Birth_5: 
	Name_3: 
	Date of Birth_6: 
	Name_4: 
	Date of Birth_7: 
	Authorized Individual #1  Relation to patient: 
	YES: Off
	NO: Off
	YES 2: Off
	NO 2: Off
	First Name_2: 
	Authorized Individual #2  Relation to patient: 
	Phone Number: 
	Phone Number_2: 
	Date of Birth_2: 


